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Percutaneous cecostomy is mainly used to treat chronic neurogenic constipation in children. It may also be performed for emergency decompression of
large bowel obstruction or to allow antegrade stenting in right-sided colonic obstruction. However, there are no dedicated or licensed tubes available for
this purpose, and owing to the increased intracolonic pressure from the underlying obstruction, there is a high risk of fecal leak and peritonitis. We
describe a unique case of emergency percutaneous cecostomy for functional obstruction because of severe neutropenic colitis of the sigmoid colon. The
cecum was ﬁxed with four T-fasteners designed for gastropexy during radiological gastrostomy, and a large gastrostomy feeding tube was inserted.
Drainage of fecal matter was difﬁcult and intermittent; however, it allowed sufﬁcient decompression of the bowel to prevent perforation until the
neutropenic colitis resolved. In the absence of dedicated drainage systems for the bowel, standard gastrostomy kits can be used as an emergency measure
in life-threatening large bowel obstructions if surgical options or stenting are inappropriate.
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Cecostomy is usually performed for irrigation of chronic neuro-
genic constipation (antegrade continence enema procedure) in
children,1 using a variety of different tubes, including low-proﬁle
(button) gastrostomies.2 It may also be performed for emergency
decompression of large bowel obstruction prior to surgery3 or to
allow antegrade stenting in right-sided colonic obstruction.4,5
We describe a case of emergency cecostomy for an impending
bowel perforation from a functional obstruction due to severe
neutropenic colitis affecting the sigmoid colon. In the absence of a
licensed and suitable device for cecostomy, a commercially avail-
able kit for gastric ﬁxation and radiologic gastrostomy was used in
standard technique.6,7 As a temporary life-saving measure, the tube
could be removed after resolution of the colitis.
This represents a unique case, not readily identiﬁed in the cur-
rent literature.
Case report
A 66-year-old female with limited stage small cell lung cancer
underwent curative chemoradiotherapy within a clinical trial
comparing two radiotherapy schedules. She suffered recurrent and
intermittent mild neutropenic sepsis during the ﬁrst cycle of the
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sepsis, with rapidly worsening abdominal pain and large bowel
dilatation. Multidetector computed tomography demonstrated a
severe segmental colitis affecting the sigmoid colon, with marked
dilatation of the proximal large and small bowel but no occluding
stricture (Fig. 1). Emergency laparotomywas deemed inappropriate
on the basis of the underlying etiology and the poor performance
status of the patient. Emergency stent insertion was felt to be too
dangerous owing to the risk of perforation, and a decision to
perform a radiological cecostomy was made.
On arrival in the interventional suite, the patient showed signs
of early peritonism and pending shock, with tachycardia, hypo-
tension, marked abdominal distension, and a lack of bowel sounds.
Antibiotic prophylaxis was given and cecopexy performed under
combinedﬂuoroscopic andultrasound guidancewith four resorbable
SafeTpexy sutures (Fig. 2) from a MicKey gastrostomy insertion kit
(Vygon/Kimberly Clark, Cirencester, UK). Following ﬁxation, the
cecum was punctured in the center of the square of the cecopexy. A
stiff guidewirewas inserted, and a stepwisedilatationwas performed
with the telescopic dilators containedwithin a 22F peel-away sheath
within the gastrostomy insertion kit (Fig. 3). After the removal of the
telescopic dilators, large amounts of liquid feces drained spontane-
ously through the remaining 22F peel-away sheath. After the initial
decompression, an 18F balloon-replacement MicKey gastrostomy
feeding tube was inserted through the peel-away sheath, and thehester M20 4BX, UK.
vier. Open access under CC BY-NC-ND license.
Fig. 1. Computed tomography at presentation. (A) Coronal reconstructions show marked dilatation of the colon. (B) Axial images show thickening and striation of the sigmoid wall
(arrowheads) with feces in the distal sigmoid and rectum.
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risk of leaks. The patient was admitted to the critical care unit, and
total parenteral nutrition was instigated.
The gastrostomy initially drained large amounts of gas and
watery stools, but blocked intermittently, requiring regular ﬂushing
and aspiration. This was difﬁcult, as the soft silicone tube would
collapse with suction.
The white cell count returned to normal limits within 3 days of
the cecostomy insertion, which was accompanied by recovery of
peristaltic activity. Following gentle enemas, the patient started to
pass loose motions per rectum. As the stool slowly solidiﬁed, outputFig. 2. MicKey gastrostomy introducer set. (A) Top: Gastropexy needle, preloaded with
a metal T-bar on a resorbable suture. Bottom: Depression of the plunger (arrow) de-
ploys the T-bar (arrowhead) into the target organ. (B) Gastric puncture and guide wire
insertion after a three-point gastropexy performed during radiologic gastrostomy.from the cecostomy decreased. Follow-up computed tomography
after 3 weeks showed resolution of the sigmoiditis (Fig. 4) with
resumption of a normal solid bowel motion after 3 weeks, at which
point cecostomy output was negligible.
The cecostomy tube was removed at 5 weeks (Fig. 5), by which
time a well-formed tract had developed, and no intraperitoneal
leak or peritonitis was reported after removal (Fig. 6). Granulation
and healing of the tract were promoted by daily application of an
enzymatic alginogel (Flaminal Hydro, Crawford Healthcare,
Knutsford, UK).
Eight months after cecostomy, the patient is alive with no
recurrence of the lung cancer and with a normal bowel function.Discussion
Percutaneous cecostomy is an unrewarding procedure to
perform for large bowel obstruction. No dedicated tubes are
available that combine the requirements for a large lumen with a
secure internal ﬁxation mechanism, which can be passed through
the skin and has the ability to compress the bowel against the
abdominal wall to avoid a peritoneal leak.
Polyurethane cathetersdeither pigtail orMallinckrodt typedare
available in 20F and larger (sufﬁcient for draining liquid feces), but
they potentially allow the leakage of gas and feces around the tube.
They also lack an externalﬁxator to retain traction on the bowelwall
and they are prone to kinking.
Foley catheters may occlude the track by the internal balloon,
but have no external ﬁxator, thus allowing the tube to be pulled in.
Fixation plasters are only a very short-term measure and skin su-
tures invariably get infected.
Balloon-retained gastrostomy tubes are designed for insertion
into a hollow viscus. They have an external ﬁxator, which allows the
internal retention balloon to be ﬁxed under traction, compressing
the bowel wall and occluding the puncture site. However, these
tubes have a number of disadvantages: the balloon requires over-
sizing of the peel-away sheath by 4F and the air channel required
for inﬂating the balloon reduces the lumen signiﬁcantly (Fig. 7).
Furthermore the silicone wall is soft, and aspiration tends to
collapse the tube, making maintenance difﬁcult.
Insufﬁcient ﬁxation of the cecum in endoscopic cecostomy has
been identiﬁed as a risk factor for fecal peritonitis.8 Similar issues in
radiologic gastrostomy led to the development of T-bar gastropexy,
now in use for almost 3 decades.9 This reduces the risk of displacing
the catheter into the peritoneum on insertion and provides
Fig. 3. Fluoroscopic images of cecostomy. (A) After ultrasound-guided cecopexy the cecum is punctured and contrast injected to conﬁrm intracolonic position. (B) Insertion of a stiff
guide wire. Arrowheads denote T-fasteners used for cecopexy C. Injection of contrast through 18F balloon gastrostomy.
Fig. 4. Computed tomography 3 weeks after cecostomy. (A) Axial and (B) coronal images show the retention balloon of the gastrostomy in the cecum (arrow). The bowel has
decompressed and normal feces are now present.
Fig. 5. Tubogram at removal. The control ﬁlm shows the external ﬁxation disk (arrow) adjacent to the four metal T-bars. The colon has decompressed and contains normal feces.
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Fig. 6. Follow-up computed tomography 1 year after tube removal. Note the persis-
tence of the T-fasteners (arrow), which often get incorporated into the mucosa and are
sometimes even seen in the peritoneal cavity.
Fig. 7. Comparison of a drainage catheter and a feeding tube. (A) Top: Locked all-
purpose polyurethane pigtail drainage catheter (Neo-Hydro, Carefusion, Shefﬁeld,
UK). The locking string for the pigtail (arrows) runs from the hub to the catheter tip.
Bottom: MicKey silicone balloon-retained gastrostomy. Arrowhead denotes the
movable external ﬁxation disk, allowing compression of the inner stoma by
the balloon. (B) Cross section of the above catheters. Note the reduction in lumen by
the inﬂation channel for the balloon of the gastrostomy tube (arrow).
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while the stoma matures. Cecopexy should be considered essential
in order to avoid peritoneal leakage of feces from the pressurized
large bowel.
An area of some controversy is the time that needs to be allowed
for the development of a mature, ﬁxed track to enable the safe
removal of the tube after a gastrostomy insertion. Anecdotally, this is
regarded as 5–6weeks. This is evenmore important in the context of
a cecostomy with the potential for fecal peritonitis. Intuitively, one
might expect amore ﬂorid inﬂammatory reaction around a stoma in
the colon and consequently earlier and better adherence.
The advantage of using resorbable gastropexy sutures is a
reduced need for follow-up. A number of nonresorbable gastropexy
sutures are on the market, but if removal is forgotten, these will
lead to local sepsis. Absorption of the SafeTpexy sutures is variable
in the context of gastrostomy and can take anywhere between 2
weeks and 5 weeks. However, the stoma is additionally supported
by the internal balloon of the tube. In order to reduce the risk of
catheter displacement, the tube should have a similar maintenance
requirement to standard gastrostomy tubes, with a weekly water
change in order to maintain adequate balloon ﬁlling.
This case illustrates that percutaneous cecostomy may be
considered as a temporary measure to prevent large bowel perfo-
ration and almost certain death in a patient with transient or
functional large bowel obstruction.
In conclusion, standard techniques for radiologic gastrostomy
can be used for emergency decompression of the large bowel in
extreme cases where surgical options or stenting are inappropriate.
However, currently available tubes are far from ideal and not
licensed for this purpose. The use of ﬁxation sutures should be
regarded as best practice to reduce the risk of fecal peritonitis.
Conﬂicts of interest
The author declares no conﬂicts of interest.References
1. Roberts JP, Broadley P, Searles J, MacKinnon AE. Percutaneous tube cecostomy for
antegrade continence enema (ACE). Eur J Pediatr Surg. 1999;9:47–8.
2. Biyani D, Barrow E, Hodson P, Watson AJ, Maclennan I. Endoscopically placed
caecostomy buttons: a trial ACE procedure. Colorectal Dis. 2007;9:373–6.
3. Sommeling CA, Haeck L. Cecostomy in the management of acute left colonic
obstruction. Acta Chir Belg. 1997;97:217–9.
4. Gillman LM, Latosinsky S. Anterograde colonic stent placement via a cecostomy
tube site. Can J Gastroenterol. 2006;20:425–6.
5. Velling TE, Hall LD, Brennan FJ. Colonic stent placement facilitated by percuta-
neous cecostomy and antegrade enema. AJR Am J Roentgenol. 2000;175:119–20.
6. Given MF, Lyon SM, Lee MJ. The role of the interventional radiologist in enteral
alimentation. Eur Radiol. 2004;14:38–47.
7. Laasch HU, Martin DF. Radiologic gastrostomy. Endoscopy. 2007;39:247–55.
8. Beckers GM, de Meij TG. Peritonitis after endoscopic cecostomy with a Chait
Trapdoor catheter: what lessons can be learned? J Pediatr Gastroenterol Nutr.
2012;55:217–8.
9. Brown AS, Mueller PR, Ferrucci Jr JT. Controlled percutaneous gastrostomy: nylon
T-fastener for ﬁxation of the anterior gastric wall. Radiology. 1986;158:543–5.
